Objective: to analyze the scientific production on obstetric violence by identifying and discussing its main characteristics in the routine care for the pregnant-puerperal cycle. 
Introduction
Birth and delivery care in Brazil has over decades been marked by significant changes brought about by the process of institutionalization that led to intense medicalization of the female body, promoting its defragmentation, depersonification and pathologization, as well as generating the abusive use of unnecessary interventions on the women and infants (1) (2) (3) .
Intersubjective and comprehensive care has gradually been replaced by complex technologies aimed at treating a defective body under the perspective that gestation is no longer understood as a physiological event of life, but rather requires excessive control and healing (1) .
In this care context, women become secondary elements in the birth scenario, subject to a controlled environment, surrounded by institutional rules and protocols that segregate them from their social and cultural context, as well as make them discredit their physiological capacity to give birth (1) (2) .
Health professionals, clothed in their technicalscientific authority and backed by unequal power relationships before female users, use authority to maintain obedience to rules, disrupting human interactions and leading to the weakening of links among their patients and the crisis of confidence in the care that is provided as such approach entails the loss of the woman's autonomy and her right to decide on matters related to her body (2) (3) (4) . These relationships are established by the imposition of unilateral authority, creating a fertile ground for the consolidation of the different forms of violence exercised during the labor and delivery care.
According to data from the World Health
Organization (WHO), women are being assisted in a violent manner everywhere in world. They experience situations of mistreatment, disrespect, abuse, negligence, violation of human rights by health professionals, especially during delivery and birth (5) .
It is frequent to observe in obstetrical rooms halfnaked women in the presence of strangers, or alone in unfriendly settings, in positions of total submission, open and raised legs and with genital organs exposed, and routinely separated from their children soon after birth (6) .
Reports of violence are frequent: denial of the presence of the companion of the women's choice; lack of information about the different procedures performed during care; unnecessary cesarean sections; deprivation of the right to food and walking; routine and repetitive vaginal exams without justification; frequent use of oxytocin to accelerate labor; episiotomy without the consent of the women; and Kristeller's maneuver. All these events can ultimately lead to permanent physical, mental and emotional damages (4, (6) (7) (8) (9) .
This scenario affects especially women of low socioeconomic status, of ethnic minorities exposed to institutional and professional power characterized by oppressive and domineering behaviors that exclude the female subjectivity as an essential feature for the construction of women-centered care and the exercise of full citizenship (5, (10) (11) .
Another issue raised by authors who seek to understand the phenomenon of Obstetric Violence (OV) is based on the stereotyped concept of socially widespread gender in which women, seen as the fragile sex, need to be kept under patriarchal authority (in this scenario, the physicians), who have the right to decide what is best for them, transforming the birth into a professionalcentered act and subject to violent practices (4) .
Based on these observations, the guiding question of the research was: How is the phenomenon of OV characterized in the daily care during the pregnantpuerperal cycle?
The study is justified by the emerging need to know the characteristics of OV to better understand how this event occurs in the context of care and which the possible repercussions are in current obstetric practice.
It is hoped that the production of this knowledge make it possible to reach different subjects -women, health professionals, managers, educational entities -who are interested in the theme, in an attempt to promote an obstetric care built free of violent acts and based on respect for sexual, reproductive and human rights.
The identification and discussion of the characteristics that outline the phenomenon of OV becomes therefore important for the proposition and validation of public laws and policies favoring strategies to combat the problem and the change in the paradigms that perpetuate violent acts in the daily routine of obstetric care.
In this sense, the objective was to analyze the scientific production on OV by identifying and discussing its main characteristics in the daily routine of care for the pregnant-puerperal cycle.
Method
The methodological strategy used to construct this to the deepening of research questions (12) (13) . In order to reach this objective, the review was based on six distinct stages, as follows: identification of the theme and selection of the research question; establishment of inclusion and exclusion criteria; identification of pre-selected and selected studies; categorization of selected studies; analysis and interpretation of results; presentation of the review (13) . with Boolean operators: "Violência contra a mulher", or "Violence against women", or "Violencia contra la mujer" "(obstetric violence, or violência obstétrica) and "Obstetric delivery", or "Delivery, obstetric" (delivery or obstetric). A total of 861 publications were initially found; their titles and abstracts were read, and the inclusion and exclusion criteria were checked, after which 801 publications were excluded.
At the end, 60 publications were selected for reading in full length aiming to guarantee a greater reliability and validation of the selected material to be analyzed in this review. In this process, the texts that actually answered the question of interest and had methodological adequacy and a consistent discussion of the proposed theme were selected. After reading, the publications that presented disagreements on their suitability to compose the final sample were re-analyzed, after which they could be excluded or not. After the pre-selection and selection of the material, 24 publications were retained and composed the final sample of this review ( Figure 1 ). Articles selected n** = 60
Final sample of the review n** = 24
Reading of titles and abstracts. Evaluation of care, inclusionand exclusion criteria and response to the guiding question.
Reading of the articles in full length and analyses whether they responded the guiding question or not Texts duplicated in the databases and virtual libraries: n**= 24
Texts deleted after reading: n**= 12 (14) .
After completing the methodological trajectory, the publications were thoroughly analyzed, interpreted and synthesized in a synoptic anthropologists).
Regarding the distribution of designs, 32% studies had a quantitative nature, 32% had a qualitative nature and 36% were characterized as narrativediscursive. Regarding the level of evidence, 62.5% of the publications were classified as level VI (evidence derived from a single descriptive or qualitative study) and 37.5%
as level VII (evidence from opinion of authorities and/or expert committee reports). To identify, in the interviewees' speeches, the complex interaction between power and violence, and how this interaction fits into the scenario of institutional violence practices in public maternity hospitals.
2 Degree of knowledge of obstetric violence by health personnel (15) 2012 BVS* LILACS+ Cross-sectional quantitative research/VI
To determine the degree of knowledge about OV ‡ and its legal implications for health professionals working in obstetrics at different centers in the country.
3
Obstetric violence: the perception of users (16) 2013 Scopus § Cross-sectional quantitative research/VI To evaluate the perception about obstetric care received during the birth process in relation to OV ‡, in a group of users who were in the puerperium.
4
Institutional violence, medical authority and power in maternity hospitals from the point of view of health professionals (10) 2013 BVS* LILACS+ Qualitative Research/VI To present and discuss data from a survey conducted with health professionals on institutional violence in public maternity hospitals analyzed in the light of the relationship between medical power and authority and gender relations.
5
Obstetric violence: assistance profile of a teaching maternity hospital in the countryside of the state of São Paulo (17) 2015
BVS* BDENF|| Nursing
Cross-sectional quantitative research/VI
To verify the prevalence of OV ‡ in the Padre Albino Teaching Maternity Hospital, Catanduva-SP; to describe the characteristics of obstetric care in this sector.
6
Obstetric violence as a public health problem in Brazil: origins, definitions, typology, impacts on maternal health and proposals for its prevention (18) 2015 BVS* LILACS+ Critical-narrative review/VII
To introduce the reader in the debate in order to assist him in the search of specific aspects that can be approached as research and intervention topics. To analyze a letter to the obstetrician addressing obstetric violence as part of a study that is part of a wider research on the discursive representation of gestation and childbirth.
12
The effect of a multi-component intervention on disrespect and abuse during childbirth in Kenya To show the quantitative results of the impact generated by interventions of the Heshima project in reducing the prevalence of abuse and disrespect in childbirth in Kenya, perceived and observed among women participating in the health services surveyed.
13
Eliminating abusive 'care': A criminal law response to obstetric violence in South Africa (24) 2015
Web of Science Expert opinion/VII
To evaluate the care provided to mothers which are classified as disrespectful, abusive and violent that many South African women face.
14 Obstetric violence from the perspective of users (25) 2016 BVS* BDENF|| Nursing
To investigate the knowledge of women about obstetric violence.
15
Tell me who defines it and I'll tell you if it is violent. Reflections on obstetric violence (26) 2016
SCIELO** Expert opinion/VII
To discuss the definition of OV ‡ in relation to certain relationships and practices in medical care for pregnancy and childbirth.
16
The gyneco-obstetrics in Mexico: between "humanized childbirth" and obstetric violence (27) 2016
To analyze the positions of physicians who work in the health care of women, who had practices marked by the intercultural model of care to childbirth and which seek to humanize care as a way to reduce OV ‡.
17
You will give birth without pain: medical power, gender, and policies in new forms of birth care in Argentina (1960 Argentina ( -1980 
SCIELO** Expert opinion/VII
To analyze the debates and experiences generated in Argentina in the 1960s and 1970s, the new forms of care to pregnancy: childbirth without pain, childbirth without fear, psycho-prophylactic childbirth and childbirth without violence.
18
Obstetric violence: a new framework for identifying challenges to maternal healthcare in Argentina (28) 2016
Scopus § Expert opinion/VII
To critically explore the concept of OV ‡ as a legal framework to identify health practices that constitute the abuse and mistreatment of women.
19
Moving beyond disrespect and abuse: addressing the structural dimensions of obstetric violence (29) 2016 Scopus § Expert opinion/VII To discuss the context of delivery and birth care based on the interventionist obstetric practices that generate abuses and OV ‡, as well as its current configuration. Rev. Latino-Am. Enfermagem 2018;26:e 3069.
The articles were analyzed to identify similar information shared in their results and discussions. To better understand the data, three analytical categories were prepared: Introductory concepts on the theme;
Contextualization of the phenomenon and Prevention
and confronting strategies. The synthesis of these elements allowed the organization of the ideas that composed the discussion, in order to characterize OV in daily care (Figure 3) .
Results from the analyzed articles Stratification Articles
Introductory concepts on the theme
Concept of OV* (18, 20, (28) (29) Organic Law on the Rights of Women to a Life Free of Violence (11, (15) (16) 24, (29) (30) Types of OV* (3, 8, 10, (16) (17) (18) 20, (22) (23) (24) 26, (28) (29) (32) (33) (34) Prevalence of different types of OV* (16) (17) (20) (21) (22) 32, 34) Contextualization of the phenomenon Conception of gender and its relationship with OV* (3,10-11,18-19,24-25,27-28-31,33) Vulnerable groups (3, (18) (19) 32) OV* as a violation of human rights (3,16,19,23,25-30-31) OV* as a public health problem (3, 16, 23, (25) (26) (27) (28) (29) (30) 32) Power relations in the acts of OV* (3, (10) (11) 15, (26) (27) 29, (32) (33) Trivialization/naturalization of OV* (3, 10, 16, 19, 23, (25) (26) (27) (28) (29) (30) 32) Women's lack of knowledge and recognition of acts of OV* (19, (24) (25) (33) (34) Organizational issues that lead to violent acts (work overload, physical and mental exhaustion, scarce resources, inadequate working conditions) (8, 10, 25, 27, 29, 33) Prevention and confronting strategies for
Changes in the care model (15) (16) 18, 20, (28) (29) Changes in the process of professional training (18, 29) Access to information/knowledge (18, (25) (26) (28) (29) 33) Social Mobilization (18) (19) (20) (23) (24) (25) 29, 33) Legislation and public policies (11, (15) (16) (17) 19, 24, (29) (30) 
Typology Examples

Verbal violence
Rude, disrespectful, vexatious, coercive, discriminatory, moralistic, critical, ironic and negative comments that expose women to embarrassment, inferiority, and humiliation. The presence of jargons such as "Why are you crying? you did not cry when you were doing it!"; "Come on, it does not hurt that much!"; "Oh, don't cry, come on, next year you're here again"; "If you do not force, your baby will suffer"; "Shut up and push the baby"; "If you scream, I stop now what I'm doing". Blaming and discriminatory speeches to women in situations of abortion.
Physical violence
Repetitive and aggressive digital vaginal examination; routine use of episiotomy; unnecessary cesarean section; lack of adequate pain management (before, during and after delivery); realization of procedures without adequate analgesia (curettage, manual removal of placenta, suturing, cesarean delivery); use of directed pulls; slaps and pinches on the legs; physical restraint of legs and arms during normal or cesarean delivery; Kristeller's maneuver.
Psychological violence
Threats; shouts; authoritarian and hostile speech; intimidation before patient behavior; blackmails made by the staff; blaming women in situations such as: fetal distress (or non-reassuring fetal state); difficulty in performing pulls during the expulsive period. Attributing the characteristic of incapacity to give birth to women.
Sexual violence
Realization of digital vaginal examination without gloves; manipulation of genitals brutishly and disrespectfully, touching the body and rectal examination on the woman without her consent.
Social discrimination
Disrespect, stigma, prejudice or differential treatment to women because of their color, race/ethnicity, or social, economic, marital, sexual choice, religion, and schooling. Financial abuse by professionals.
Neglect of care Negligent care, abandonment, refusal to promote care for women considered "complaining", "scandalous", "unbalanced", "noncooperative" "questioning". To procrastinate assistance to women in situations of abortion
Inappropriate use of procedures and technologies
Iatrogenic procedures; abusive use of oxytocin; immobilization in the bed during labor; delivery in lithotomy position; routine amniotomy; continuous routine fetal monitoring; prolonged fasting without indication; inadequate management of pain without justification; no skin to skin contact and early clamping of umbilical cord. show to the readers how diversified, daily and real this phenomenon is, as shown in Figure 4 .
The analysis of the data presented in the national
and international studies that sought to quantify the different forms of OV here typified showed the findings in the Figure 5 .
Jardim DMB, Modena CM. Obstetric violence: the perception of users (16) Post-birth service of the of "Concepción Palacios" maternity hospital in Caracas, Venezuela.
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Of the puerperal women studied, 49.4% reported having suffered some kind of inhuman treatment in their care by health professionals, 66.8% reported having undergone medical acts without consent and 36.7% experienced both types of violence. Emphasis is placed on inhuman treatment, 23.8% were prevented from having contact with their newborns, 21.6% were criticized for expressing distress or crying during labor and 19.5% felt prevented to express their fears or concerns; in relation to the procedures performed without consent, 24.9% were compulsorily put in dorsal decubitus position, 31.3% were given oxytocin, 37.2% were submitted to repetitive vaginal examinations.
Routine behaviors in obstetric violence (22) Obstetrics service of the Central Hospital of Maracay, Venezuela.
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Of the patients studied, 80% received routine oxytocin (83.3% of the cases without the woman's authorization), 75% underwent routine episiotomy, and 86.7% underwent self-stimulation of the nipples by indication to increase uterine contractions, and 97.7% underwent revision of the uterine cavity without indication. (18, 20, (28) (29) .
The main source for composition of the concept the quality of life of women (11, (15) (16) 24, (29) (30) .
This context covers situations expressed in negligent, abusive, reckless, omissive, discriminatory and disrespectful acts based on relations of power and authority exercised mainly by health professionals.
This may happen either in the hospital setting or in any public or private setting where acts on the female body or her sexuality can be established in a direct or indirect way, depriving women of their condition of citizens with rights before the law (3,10,20,24,28,31-32,34) . In
Rev. Latino-Am. Enfermagem 2018;26:e 3069.
the Statute of Violence against Women in Argentina, OV is defined as cruel, dishonorable, inhuman, humiliating, threatening treatment by health professionals, causing physical, psychological and emotional harm to assisted women (28) .
The WHO typifies forms of OV and highlights five categories that operationalize the legal definitions: 1 -routine and unnecessary interventions and medicalization (on the mother or the infant); 2 -verbal abuse, humiliation or physical aggression; 3 -lack of material and inadequate facilities; 4 -practices performed by residents and professionals without the woman's permission after providing her comprehensive, truthful and sufficient information; 5 -discrimination on cultural, economic, religious and ethnic grounds (26) . The WHO considers OV part of an entrenched institutional culture marked by the trivialization, invisibility and naturalization of the phenomenon in daily care. The described characteristics allow for the nonrecognition of OV as violation of human rights and a serious global public health problem (3, 16, 19, 23, (25) (26) (27) (28) (29) (30) 32) .
National surveys, such as that of the Perseu Abramo Foundation, point out that one in four women in Brazil has suffered some type of OV during childbirth care and half of those who had abortions also had similar experiences. Among the forms of OV cited, 10% suffered painful vaginal examinations; 10% were denied to receive pain relief methods; 9% were treated with shouting; 9% heard cursing or were humiliated; 7% received no information about the procedures performed; 23% suffered verbal violence with prejudiced phrases (17, 32, 34) .
According to the results of the survey "Being born in Brazil", 36.4% of the interviewed women (n = 23,894) received stimulant medication for childbirth; 53.5% were subjected to episiotomy; 36.1% received mechanical maneuvers to accelerate birth; 52% underwent cesarean sections without justification; 55.7% were kept restricted to the bed; 74.8% were subjected to fasting and 39.1% underwent amniotomy (17) . The findings of the previous research converge with other data found in this review regarding the quantification of the different forms of OV presented in Figure 5 in the results of the present article.
Reflecting on OV, its subjects, actors and possible justifications, different views are observed in everyday care with a highlight on fundamental discussions for understanding, appropriation, social mobilization and categories in defense of women victims of this event.
Possible explanations for its occurrence are encouraged by the authors, starting from an initial analysis of the existence of a group of women more vulnerable to the different forms of OV. This group is made up of black women, or those belonging to ethnic minorities, adolescents, poor, with low school education, drug users, homeless women, women without prenatal care, and without companion at the time of care (3, (18) (19) 32) .
Besides the establishment of a more exposed group, the authors mention a deep relationship between the representation of gender ideology and the occurrence of OV. The culturally consolidated image of women as reproductive, submissive, and physically and morally inferior opens a precedent for the domination, control, abuses and coercion of their bodies and their sexuality, intertwined by discriminatory issues (3, (10) (11) (18) (19) (24) (25) (28) (29) (30) (31) 33) . In this conception of gender, women are objectified, labeled naturally as reproductive bodies.
Their subjectivity is annulled and they are deprived of any right of choice (3, 31, 33) .
OV is a feminist question, the result of patriarchal oppression that leads to the undervaluation, oppression and objectification of the female body limiting the power and ways of expression of the women. Contrary to the masculine thought of fragilization, the female body is strong, active, creative, capable of supporting situations such as labor and delivery and, for this reason, it needs domestication and control to reduce it to the condition of object, "deactivated", alienated, omissive, thus the aim of violation (31) . Women, in this scenario, are deprived of their identity, fragmented, leaving their totality and becoming only wombs, a shelter for the fetus, a machine to make babies or simply the "mother" (3, 15, 19, 28 ) . Violent acts are practiced by health professionalsmostly doctors -based on their technical and scientific knowledge, by hierarchical and unequal power and authority relations, in a hegemonic and patriarchal biomedical model that segregates and illegitimates the power of females over their bodies, making them passive and disciplined (3, 10, 15, 26, 29, (32) (33) .
The relationship of trust between women and health professionals is torn, generating fragilization of the existing links and loss of human singularity and subjectivity. Before the symbolic legitimacy that "knowledge-power" imposes on physicians, however, the woman is subject to agree with the wills of the professionals, becoming dependent, subordinate and hostage of this violent cycle, fueled by fear and insecurity about obstetric processes (3, (10) (11) 26) .
Another important reflection pointed out by some authors is based on the paradox between OV by female Jardim DMB, Modena CM.
health professionals, at times identified as torturers and more violent than their male peers in the obstetric practice. There is a denial of the phenomenon of feminization of gynecological-obstetric care associated with the growing problem of OV and gender issues. The dichotomy in this process is also emphasized because they are executors and potentially victims when they need assistance in some obstetric demand (27) .
The health professional, in turn, has difficulty identifying himself as the author of OV in its different forms, transposing the practice into natural, justifiable and necessary acts that would be performed for the "good" of the patients and their babies, thus legitimizing their actions (10, (26) (27) 33) . This way of acting de-characterizes violence in its ethical-moral aspect and creates desirable ways to accept and qualify violent acts in obstetric care.
The banality of OV, discreetly naturalized in behaviors considered as "jokes" by health professionals, is even expected by the patients, who, socially, spread this reality to other women as a normal part of daily life (10) .
Another explanation commonly given by professionals in the attempt to "justify" the violent scenario of obstetric care is based on elements such as work overload, scarce human resources, physical and mental exhaustion of professionals, precariousness of the conditions for care provision, and lack of adequate infrastructure in institutions. These problems altogether generate stressful, disqualified environments favorable to the occurrence of the different types of OV, culminating in the lack of commitment of health professionals, who also feel violated by inadequate working conditions (8, 10, 27, 29) . Moved by a feeling of impunity and passivity, health professionals perpetuate violent practices during obstetric care, replacing ethical relationships with inhuman, highly technological and invasive care (10) .
Another important counterpoint for the persistence of violent acts in obstetric care is the lack of knowledge of women about their sexual and reproductive rights.
In reality, women are unable to realize whether or not they suffered violent acts because they trust the caregivers, and also because of the very physical and emotional fragility that obstetric processes entail. They end up accepting procedures without any questioning, they do not express their desires, their doubts and they suffer in silence without even knowing they were violated (19, (24) (25) (33) (34) . This passivity allows the authoritarian imposition of derogatory norms and moral values by health professionals who, once again, judge what is best for patients, putting them in a situation of impotence (25, 33) .
Some strategies for the prevention and confrontation of OV are proposed in the texts analyzed in this review. Changes that cover multiple dimensions are discussed, such as the the obstetric care model in force in the world, the awareness of women and of the general population about the theme and their rights, and the promotion of research on topics related to OV, seeking to elucidate questions that have not been answered in the existing studies (18, 29) .
Some (18, 29) .
Another important point highlighted by the authors refers to the investments required for the training of obstetrical nurses and obstetricians who assist of physiological deliveries and positively affect the reduction of iatrogenic procedures, the promotion of humanized labor and the reduction of unnecessary cesarean sections (18) .
With regard to interventions for women, the authors emphasize the need to provide information on issues involving OV and access to the evidence-based and unbiased information on obstetric interventions, promoting the empowerment of women as subjects of law and their autonomy in the care provided to them (18, (25) (26) (28) (29) 33) .
Fundamental rights in obstetric care should be guaranteed and grounded on demedicalization of birth and evidence-based practice. Issues such as the presence of a companion, the possibility of birth in a vertical position, compliance with the woman's birth plan, free and informed consent before performing medical procedures (such as episiotomy, cesarean section), and the reasonable and adequate use of technologies should be respected (15) (16) (18) (19) (20) 28) .
In actions aimed at raising the awareness of the general population about the issue of OV, it is fundamental to give visibility to the problem with the creation of channels for denunciation and accountability responsible for such acts, stressing the need that these groups become get involved in the decisions that need to be taken in the struggle to end the various forms of violence (18) (19) (20) (23) (24) (25) 29, 33) .
The creation of laws, ordinances and public policies to protect women against OV, acknowledging their right to a care free of violence and the autonomy over their bodies must be pursued. It is necessary to struggle for the judicial entities to consider the VO as an offense with attribution of penalties, which may vary from payment of fines, disciplinary proceedings to convictions of imprisonment through the judgment of the acts committed by the perpetrators (11,15-16,19,24 , 29-30) .
The confrontation of OV depends on the dissemination of information to civil society, women, social movements, health professionals, institutions about the existence of these regulations and the legal repercussions of the practice of violence in the obstetric scenario (15, 20, 23, 29, 33) .
It is not enough, however, to punish perpetrators;
it is necessary to promote prevention actions and, in some cases, to repair existing situations in search of a respectful, dignified obstetrical care that promote change, as well as the sharing of responsibilities among all those involved in the process, namely, health professionals and service managers (17, 30) .
To conclude the discussion proposed in this review, 
Conclusion
The synthesis of the findings of the studies allowed the identification of characteristics of OV as an obvious event expressed as negligent, reckless, omissive, discriminatory and disrespectful acts practiced by health professionals and legitimized by the symbolic relations of power and the technical-scientific knowledge that naturalize and trivialize its occurrence in the obstetric scenario. Thus, VO depicts a violation of human rights and constitutes a serious public health problem.
It should be stressed that the proposal of strategies to prevent and combat this event involves academic training, women's awareness, social mobilization, and the creation of laws and public policies in a joint challenge to guarantee the provision of obstetric care free of violence and the respect of sexual and reproductive rights.
